outcome. Anticoagulant and antiplatelet drugs should be discontinued. Reversal of anticoagulation is readily accomplished by administering commercially available prothrombin complex containing concentrates of factors II, VII, IX, and X. Alternatively, FFP may be used. Phytomenadione should be given at the time plasma or prothrombin complex is infused because they have a short duration of action. Recent studies have indicated that very large volumes of FFP are required to correct the PT in urgent situations. 5 Prompt radiological assessment is mandatory. Confirmation of the hematoma may be made by magnetic resonance imaging, computed tomography scans or myelography.
1 The presence of intraspinal bleeding dictates emergency decompressive laminectomy and evacuation of the hematoma to prevent or minimize permanent neurologic deficits caused by SCI. Spontaneous remission of an intraspinal hematoma has been reported only rarely. 
Lidocaine or fentanyl applied to the surgical wound during spinal surgery produces potent postoperative analgesia
To the Editor: Epidural delivery of local anesthetics by an indwelling catheter after spine surgery has been used to reduce postoperative pain but efficacy is limited. 1 We tested the effect of fentanyl or lidocaine applied directly to the surgical site for postoperative analgesia. Thirty patients scheduled for spinal surgery (laminectomy, laminoplasty, foraminotomy, discectomy, posterolateral fusion) were randomly assigned to one of three groups. Group 1 (n = 10) received 50 µg fentanyl intravenously during wound closure. Group 2 (n = 10) received 50 µg fentanyl diluted with saline to a final volume of 10 mL sprinkled onto the exposed surface of the wound just before closure. Group 3 (n = 10) received topical lidocaine 1% 10 mL. Postoperatively, a diclofenac suppository was given when patients requested analgesia. Visual analogue pain scale (VAS) was measured by an examiner blinded to group assignment over the first 48 hr postsurgery (higher scores reflect a more severe pain). There were no statistical differences in the demographics of patients among groups. Overall, 48 hr VAS scores were significantly higher in Group 1 compared to other groups (P < 0.01; Figure left) . All patients of Group 1 required postoperative analgesia, while three patients of Group 2 and five patients of Group 3 never requested postoperative analgesia. Postoperative consumption of diclofenac was significantly higher in Group 1 compared to other groups (P < 0.01; Figure  right ). Time to first request for analgesia was significantly shorter in Group 1 (190 min) compared with Group 2 (477 min) and Group 3 (520 min; P < 0.05, each). 
Repeated supraventricular tachycardia in an asymptomatic patient with Wolff-Parkinson-White syndrome during Cesarean delivery
To the Editor: Several reports have indicated that pregnancy predisposes asymptomatic patients with Wolff-ParkinsonWhite (WPW) syndrome to supraventricular tachycardia (SVT). 1,2 We report a case of repeated SVT in a 36-yr-old woman with WPW syndrome during anesthesia for Cesarean delivery (C/D). The patient was scheduled for C/D due to cephalopelvic disproportion. WPW syndrome had been diagnosed at age 18, however, she had had no attacks for 18 years and was not taking any medication. Her heart rate (HR) was regular with sinus rhythm before C/D. Mepivacaine (2%; 13 mL) was injected into the epidural space and sensory analgesia reached the T4 level. The baby was born uneventfully and blood losses were 450 mL. At the end of the operation, SVT occurred suddenly, HR increased to 190 beats·min -1 and blood pressure decreased. At first, we tried vagal stimulation (Valsalva maneuver and carotid massage) but the SVT did not stabilize. Next, verapamil (3.7 mg) was administered and the HR stabilized to sinus rhythm. Postoperatively, SVT occurred three other times and we administered verapamil (5 mg) and disopyramide (50 mg) to stabilize the HR. Oxytocin administration, anxiety, pain, etc., have been reported to trigger SVT in parturients with WPW syndrome.
3 Because of the timing in our case, it is difficult to say what triggered the SVT exactly. However, anesthesiologists should be aware of the possible recurrence of repeated SVT, even in the asymptomatic patient, with WPW syndrome. 752 CANADIAN JOURNAL OF ANESTHESIA FIGURE Visual analogue pain scale scores after surgery (left). Pain scores of Group 1 were significantly higher than those of Group 2 and Group 3. The postoperative consumption of diclofenac during the first 24 hr and the next 24 hr after surgery was higher in Group 1 (right). Data are mean ± SD. **P < 0.01.
